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1000 INITIAL COMMENTS 900 | Linac's Director will manageand ~ '4/3072010
. A h :
An annual survey was conducted at your agency direct aiency Slopem‘sn and o
on January 25, 2010, to determine compliance ensure the employment/training o :
with Tite 22 DCMR, Chapter 39 {Home Care qualified personne! prior to |
Agencies Reguiations). The findings of the survey placement. Director will ensure i
- were based on @ random sampie of thres (3) that all current staff attend an in i
: c'”'t‘i':a: '3:0“1(35)“390 on al :;"5:: ..:Lm’ee (3) service addressing the issue. !
. patients, five (5) parsennel files based on a . ) : !
 census of fiftoen (15) employees, and one (1) 8;:‘f::‘os';feq::‘:lt’?oxsf.;&::: leam l :
nome vigit. The findings of the survey were based intained by rovt Pliance is
on observations in the home, interviews with maintained by review of notes at
agancy staff and uregiver interwews aswellas g I‘andom VtSI!S/InteI‘Vlews OfChentS.
review of patient and administrative records.
H 070 3904.1 DIRECTOR : HO70 |
The goveming boady shall appoint a Director who ‘
' Shall be responsible for managing and directing [(\ 20 ,D
. the agency's operations, serving as lisison Wfo H
- between the governing ["2880) body and staff, GOVERNMENT OF THE DISTRICT OF COLUMEIL
. employing qualified personnel, and ensuting that ! DEPARTMENT QOF HEALTH :
sta#f members are adequately ang appropriately HEALTH REGULATION ADMINISTRAT:"" .!
frained. 825 NORTHCAMTOL ST, N% T/ifLuudt )
' WASHINGTON, D.C. 20002 -‘
This Statute is not met as evidenced by: ;
Based on interview and record review, it was '
determined that the Director failed o ensure that
one (1) of three (3) Home Heaith Aidas (HHA)
+ ware adequately and appropriately trained. (HHA .
; #5), ¥
The finding includas: 1
f
During face to face interviews with Patient #1's i
caregiver and HHA #5 on January 25, 2010, at l
approximately 4:20 p.m., it was acknowledged
HHA #§ had been administering Patient #1's !
medication. {
ith Regulation Administration WE X8) DATE
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- Staff members are adequately and appropriately
trained,

; The finding includes:

; wara adequately and approprigtely trained, (HHA
5

The govemning body shail appoint a Director who
shall be responsibie for managing and directing
the agency's operations, serving as lisison
betweon the governing [*2880] body and staff,
employing qualified persannel, and ensuring that

This Statute is not met as evidenced by:

Based on interview and record review, it was
determined thai the Director fajled to ensume that
one (1) of three (3) Home Health Aides (HHA)

During face to face interviews with Patient #1's
caregiver and HHA #5 on January 25, 2010, at
approximately 4:20 p.m., it was acknowledged
HHA #5 had been administering Patient #1's
medication.
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H 000 INITIAL COMMENTS H 000 Linac’s Director will manage and ’!3’3”20 f0
direct agency’s operation and i
An annual survey was conducted at your agency P
on January 2§, 2010, to determine compliance en s'i": t:e employ rlner}t/trammg of
with Title 22 DCMR, Chapter 39 (Home Care qualified personne prior to |
Agencies Reguiations). The findings of the survey placement. Director will ensure i
- were based on a random sample of three (3) that all current staff attend an in
: clinical record; based on a cens:;as c;fd three (3) service addressing the issue.
: patients, five (5) personnel files based on a Director’s quality assurance team
: census of fifteen (15) employees. and one {1) : g ity . :
ot " will ensure that compliance is
home visit. The findings of the survey were based intained b iew of hotes at
on observations in the home, interviews with malatainec by review of notes a
agency staff and caregiver interviews as well as a random visits/interviews of clients. .
review of patient and administrative records. ;
H 070 3904.1 DIRECTOR H 070
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H 147

HO070 Continued From page 1

During a telephone interview with the

! Administrator on January 27, 2010, at

* approximately 4:45 p.m,, it was revealed HHA #5
was & certified HHA and had not been trained to
administer medications to Patient #1.

There was no documented avidence the HHA
. had been adequately and apprapriately trained to
administer medications.

v

3907.2(c) PERSONNEL

Each home care agency shall maintain sccurate
' personnel records, which shall include the
following information;

{c) Resums of education, training certificates,
skills checklist, and prior @mployment, and

- evidence of attendance at orientation and

- in-service training, workshops or seminars;

- This Statute is not met as evidenced by:

- Based on record review and interview, it was
determined that the agency failed to malntain

; 3Ccurate personnel records as there were no

i rasumes an fite for two (2) of four (4) employees
included in the sample. (Staff #1 and #2 )

" The findings include:

Review of Staff #1 ang #2's personnel records on
January 25, 2010, beginning at approximately
11:53 a.m., revealed that their files did not

* contain the required resumes.

. During a face to face interview with Director of

* Nurging on November 25, 2010, at approximately

"2:30p.m., it was acknowledged Staff #1 and #2's
personnel fiies did not cantain their resumes,

Horo

H t47

—
= —_—

All HH/
regarding

b

required to fumnish missing

!mﬂ'l Bé re-oriented
IS duties

Director will ensure that a|
personnel records include resume of
education training certificates, skilis
checklist, and prior employment,
and evidence of attendance at
orientation and in-service training,
workshops or seminars; prior to
assignment, All current staff will be

documents to continue employment

i 3/3172010
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!

Each home care agency shall maintain accurate
personnel recods, which shall inglude the
following information:

! (f) Verification of previous employment,

This Statute i3 not met as evidenced by

. Based an record review ang interview, it was

! determingd that the Home Care Agency (HCA)

: failed to maintain accurate personnel records,
which included documentation of verification of
previous employment for twe (2) of four {4)
en;ployees included in the sample. (Staff #1 ang

 #2

The findings include:

. A record review on January 25, 2010, at
approximately 12:38 p.m. revealed that there was
o documentation of verification of previgus
employment in Staff #1 ang #2's personnel
recornds,

During a face lo face interview with the Director

- of Nursing an November 25, 2010, beginning at
approximalely 2:30 p.m_, it was acknowledged
Staff #1 ang #2 did not have docurnmentation of

« verification of previous employment in theijr

. persorne| records.

,! Al the time of the survey, there was no
! documented evidence of verification of previoys

(X4} ID SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION x5
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY Fuli, PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
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Y)
H 147, Continued From page 2 H 147 .-
! i
* At the time of survey, there was no documented :
evidence of resumes in Staff #1 and #2's
- personnel records, X
1 L
. 1 ——
H 150 3907,2(f) PERSONNEL H 150 - 33122010

From i/26/.20'lh0 and on-gc_:ing,
plrectqr will ensure thar previous
Job verifications sye done for al! jts
personnel, by way of reference
checks prior to assignment

-
|
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H 150 Continued From page 3

" emplayment in the aforementioned personnel
. fecords,

t

H 151 3807.2(g) PERSONNEL

Each home care agency shall maintain accurate
personnei records, which shall inciude the
following information:

; (8) Documentation of reference checks;
I

; This Statute s not met as evidenced by.

- Based on record review and Interview, it was

: determined that the Home Care Agency (HCA)

. teiled to maintain accurate personnel records,
which included documentation of reference
checks far two (2) of four (4) employees included
in the sample. {Staff #1 ang #2)

- The findings include:

. A record review on January 25, 2010, st

. approximately 1:16 p.m. revealed that there was
: No documentation of reference chacks in Staff #1
" and #2's personne! records.

During a face to tace interview with the Director
of Nursing on November 25, 2010, beginning at
: approximately 2:30 p.m.. it was acknawledged
Staft #1 and #2 did not have documentation of
- reference checks in their personnel records.

| At the time of the survey, therewas no :
» documented evidence of reference checks In the
aforementioned personnel records.

H 158 3807.2(k) PERSONNEL

H 150

H 151

H 155

ensure thai reference che
documented for all,

As of 1126/2010, Director will 313115010

cks are
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H 155 Confinued From page 4

- Each home care agerncy shall maintain accurate
. personnel records, which shall include the
following intormation:

. {K) A position dascription;

. This Statute is not met as evidenced by:

| Based bn a record review and interview, it was

' detarmined that the Home Care Agency (HCA)
failed to maintain a position description in the
personnel record of one (1) of four {4) persannal

 included in the sample. (Staff #1)

" The finding includes:

A record review of Staff #1's parsonnel record on

. January 25, 2010, at approximately 12:39 p.m.,
fevealed that there was no evidence of g position
description in his/her personnel file.

¢ During a face 1o face interview on January 25,

- 2010 at approximately 2:30 p-m. with the Director
of Nursing, it was acknowledged Staff #1 did not
have a position description on file.

H 157 3907 2(m) PERSONNEL

Each home care agency shall maintain accurate
" parsbnnel records, which shall include the
following information:

! () Documentation of acceptance or deciination
| of the Hepatitis Vaccine: and...

This Statute is not metas evidenced by:
Based on record review and intarview, it was
determined that the agency failed to maintain

H 155

H 157

Director will ensure that al|

313172010

personnel records include a signed ‘
Job description to be seen in the :
employees folder and al| current

staff records will be ready to ensure

compliance

Health Ragulation Admiristation

STATE FORM haadd

BEYYT

if continuation shaet 5 of 15




MAR-@3-209 1@8:46 From:

To:12824429430

Page:9-17

PRINTED: 02/21/2010

" .. . FORM APPRQVED
Heat lation Adminis n
STATEMENT OF DEFICIENCIES X1} PROVIDER/SUPPLIER/CLIA n {X3} DATE SURVEY
AND PLAN OF CORRECTION ®1) IDENTIFICATION NUMBER: (2) MULTIPLE CONSTRUCTION COMPLETED
A BUILDING
8. WING
HCA-0031 01/25/2010

NAME OF PROVIDER OR SUPPLIER
LINAC SERVICES, INC

STREET ADDRESS, CITY, 8TATE. 2if COOE

8856 EASTERN AVENUE, NE, SUITE 320A
WASHINGTON, BC 20012

X4 . SUMMARY STATEMENT OF DEFICIENCIES J D PROVIDER'S PLAN OF CORRECTION (x5)
PREFIX ' (EACH DEFICIENCY MUST BE PRECEDED 8Y FULL ' PREFIX {EACH CORAECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY QR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE OATE
: DEFICIENCY}
' o - " omas - -
H 157, Continued From page 5 H 157 Director will ensure that al] 3/312010
- @ccurate personnel records, which included Pegs‘m“e' records inciude a signed ‘
documentation of a acceptance or declination of Job documentation of acceptance or
the Hepatitis Vaccine for one (1) of four (4) declination of the Hepatitis Vaccine
employees included in the sample. (Staff #4)
The finding includes:
Review of Staft #4's personnel records on
January 28, 2010, beginning at approximatety
12:00 a.m., revealed no documentation of
acceptance of declination of the Hepatitis
Vaccine,
During a face to face interview with Director of
* Nursing on November 25, 2010, at approximately
2:30 p.m., it was acknowledged there was no
- documentation of an acceptance or declination of
the Hepatitis Vaccine on file for Staff #4.
! Al the time of survey, there was 1o documented
+ evidence of an acceptance or declination of the '
Hepatitis Vaccine in Staff #4's personns! records.
H 170 3907.11 PERSONNEL H 170 Linac will provide to each 3/31/2010
employed contractor a valid agency
Each home care agency shafl ensure that each identification prior to entering a
employes or contract worket shall present a valid patient’s home, which must be worn
- 8gency idendfication prior to entering the home of at all times while on duty. Random ,
a patient, home visits will be done by i
: Supervisor to ensure compliance
? and clients interviewed. l
This Stalute is not met as evidenced by: -’
Based on an observation and interview, it was
- determined that the Home Care Agency {(HCA)
- failed to ensure that one (1) of the four (5) Home :
" Heaith Aides (HHA's) presented valid agency |
identification prior to entering the home of g
' patient. (HHA # §)

Heaith Regulation Administraton
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H 170 Continued From page§

The finding includes:

Observations during 2 home visit of Patient #1 on
‘ January 25, 2010, at approximately 4:08 p.m..
; revealed that the HHA did not have valid agency
| identification on their person as evidenced below:

' During an observation at the home of Patient #1
it was revepled that HHA #5 did not haye a form
. of identification from the agency.

During a face fo face interview with HHA#5 it |
- Was acknowledged that the she did not have an
agency identification.

i

" At the time of the survey, the HCA failed to

: ensure HHA #5 was provided with an agency
: identification.

H 262 3911.2(b) CLINICAL RECORDS

Each clinical record shall include the following
information related to the patient:

(b) Source of referrg, including date of discharge
tif from a hospitai or extended care facility;

! This Statute is not met as evidenced by;
Based on interview and record review, the

| agency's clinical record failed to include the
source of referral for one (1) of three (3) patients
in the sample, (Patient #1 )

The finding includes:

| Review of Patient #1's medical record on January
25, 2010, at approximately 10:55 a.m., revealed

H 170

H 262

As of 1/26/2010 Director will
ensure that all clinical records
contain a source of referral and date
of discharge

Quality assurance team wiil ensure
compliance by random review of a
sampie of client’s files.

31315010

3312010

|
|
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H 278

H262 Continued From page 7

" the source of referral was not in the medical
. record.

During a face {o face interview with the Director
of Nursing (DON) on January 25, 2010, at
: gpproximately 2:15 p.m., it was acknowiedged
the source of referral was not in Patient #1's
mexdical record.

There was no documented evidence ihe source

of referral was documented in the medical record.

3911.2(s) CLINICAL RECORDS

" Each clinlcal record shali include the folilawing
i information related to the patient.

(s) Documentation of training and education
given to the patient and the patient's caregivers.

This Statute is not met as evidenced by.
Based on interview and record review, the Home
Care Agency (HCA) falied te ensure
decumentation of training and education given to
patient's caregivers for one (1) of three (3)
patients in the sample. (Patient #1)

The findings include:

Review of Patient # 1's Pian of Care (POC) dated
December 7, 2009, through February 4, 2010, on
January 25, 2010, at approximately 11:25 am.,

. revealed the Skiled Nurse (SN) was o educaie

. the caregiver gn infection control, medication

; administrationvside effects and emergency

| management. Further raview revealed Patient

i #1's durable medical equipment (DME) inciuded

i an Apnea Monitor,

H 262

H279 | Clinical Director will ensure that ali
clinical records include a
documentation of all training and
teaching given to patients/caregivers
and available for review by the
surveyors,

Quality assurance team will ensure’
compliance by random review of
client’s record.

!
373172010

Health Regulation Administration
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H279: Continued From page 8 H279 Clinical Staff will ensure that client | 3312510
! teaching goals are met and
- Review of Patient # 11'3 skilled nursing noteso documented both on clinical note |
! dated January 13, 2010, on January 25, 2010, at and in client’s home.. Quality '
' approximately 11:40 a.m., revealsd the caregiver . : t
: Was not instructed on infection control, assurance 'mlijensure cor’.‘p]'m:.cc !
' medication administration/side effects or by reviewing ocumentation o
emergency management, teaching and che_nf/care giver i
. response. All Clinical staff wi) l
During face to face Interviews at Patient # 1's receive in-service on proper '
- home on January 25, 2010, at approximataly 4:15 teaching /documentation, I
' p.m., it was acknowledged by Patient #1's
- caregiver and Home Health Aide #5 (HHA #5), ;
the skilled nurse hed never instructed Patient# 1
; on medication administation/side effects and the
i Apnea Monitor,
' There was no document evidence of training angd
. education given to patienrs caregivers on
infection control, medication and emergency
management.
- i - T 1
H 355 3814.3(d) PATIENT PLAN OF CARE H 355 Clim:cal Director »\jilllensure that I 3312010
' 485 includes description of the |
The plan of care shall inciude the following: services to be provided,; including: :
: - . ) the frequency, amount, and
[ (d) A description of the services to be provigded, expected duration; dietary
' incluging: the frequancy, amount, and expected requirements; medication |
duration; dietary requirements; madication equire L ding d .
¢ administration, ineluding dosage; equipment; and administration, incly Ing Cosage;
" supplias; €quipment; and ) supp! I_es;_f\l!. )
clinical staff wil] recejve in-service
on praper 485 documentation.
L ) _ ' Quality assurance team will ensure
This Statu;e 3 not met as ev:denqod by: - compliance by random review of
Based on interview and réCond review, the facility clinical record
| failed 1o ensure the pian of care (POC) described ecords
| Ihe specific Home Health Aide (HHA) sarvices to
: ba provided for three (3) of three {3) patients
(Patient #1, #2 ang #3) in the sample; the
- expacted duration of skillgd nursing services for
Health Regulation Admimisyaton
STATE FORM s
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STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA %2) MULT} NSTR {X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: o) PLE CONSTRUCTION COMPLETED
A BUILOING
8. WING
HCA-0031 _ 01/25/2010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS. CITY. STATE, ZIP CODE
6856 EASTERN AVENUE, NE, SUITE J20A
LINAG SERVICES, INC WASHINGTON, BC 20012
{X4) D SUMMARY STATEMENT OF DEFICIENCIES P PROVIDER'S PLAN OF CORRECTION )
PREFIX (EACGH DEFICIENCY MUST BE PRECEDED ay FuLL PREFIX | (EACH CORRECTIVE ACTION SHOULD BE | commETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG |  CROSSREFERENCED TO THEAPPROPRIATE |  DATE
: DEFICIENCY) !
H 355 Continued From page 9 H3% | Clinical Director will ensure that
one (1) of three (3) patients in the sampie 485 includes description of the
(Patient #2) and the dietary requirements for one services to be provided, ; including:

1 % ))af three (3} patients in the sample. (Patient the frequency, amount, and |

expected duration; dietary
requirements; medication 1
administration, including dosage;
equipment; and 1 supplies; All

The findings include:

- 1. Review of Patient #1, #2 and #3's Home

Heaith Certification and Plan of Care (POC) on
- January 25, 2010, approximately betwean 10:55
am. 1o 1:45 p.m, revealed only that Home

During a face to face interview with the Director
of Nursing (DON} on January 25, 2010, at

~ approximately 2:00 p.m. it was acknowledged
the POC did not describe the specific HHA

There was no documentad evidence the PQC
¢ inCluded a description of the HHA services to be
pravided.

i
: 2. Review of Patient#2's POC on January 25,

i 2010, at approximately 12:25 p.m., revealed

! sKilled nursing services was lo be provided once
* monthly,

During a face o face interview with the DON on

January 25, 2010, at approximately 2:25 p.m,, it
. was acknowiedged the POC did not include the
| expécied duration of skilled nursing services for
! Patient #2.

! Thare was no documented evidence the POC
| incluged the expected duration for skilled nursing
! services.

servicas to be provided for Patient #1, #2 and #3.

+ Health Aide (HHA) services was to be provided . -
| eight (8) hours a day, five (5) days a week tmes compliance by random review of
! six (6) months, clinical records

clinical staff will receive in-service
On proper 485 documentation, l
Quality assurance team wil} ensure

Health Regulation Administraton
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Health Regulation Adminjstration
STATEMENT OF DEFICIENGIES RVEY
AND PLAN OF CORRECTION & .Eﬁ}"ﬁcﬁ’?“wm‘f.'}ﬁ%? P& MULTIPLE CONSTRUCTION w’&?ﬁfé’mo
A. BUILDING
8. WING
HCA-0021 01/25/2010
NAME OF PROVIDER OR SUPPLIER STREEY ADDRESS, CITY, STATE, ZiP GODE
8856 EASTERN AVENUE, NE, SUITE 320A
LINAC SERVICES, INC _ WASHINGTON, DC 20012
D | SUMMARY STATEMENT OF DEFICIENCIES o | PROVIDER'S PLAN OF GORRECTION x5
PREFIX - {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX | {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATGRY OR LEC IDENTIFYING INFORMATION) TAG H CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
H 359 . Continued From page 11 H 359 .
| prognosis, incuding rehabilitation potential for OA wi jance by a 31312010
Patient #1, QA will ensure c0mpllance by a !
random renew of client records
~ Thefe was no documented evidence the POC :
included the prognosis, inciuding rehabilitation i
~ potential for the patient i - |
i . . . . 3/31/2010
H 381 3814.3(j) PATIENT PLAN OF CARE H 361 Clinical Director will ensure that ;
e X ) 485 includes description of the i
The plan of care shall include the following: services to be provided, ; including: ]
. . . + the frequency, amount, and ‘
' » T }
() Psychosacial needs of the patient: . expected duration; dietary ‘
' requirements; medication |
This Statute is not met as evidenced by: administration, including dosage;
Based on interview and record review, the Home equipment; and 1 supplies; All
« Care Agency (HCA) failed to ensure the plan of ¢linical staff will receive in service
i ;‘are (I:iOC)f;ncludad )lhﬂf PSYCh(c:sm1?’ia n?seolis of on proper 485 documentation.
| the patient for one (1} of three (3) patients In the . :
sample. (Patient #1) Quallty assurance team w:ill ensure
compliance by random review of
| The finding inciudes: clinical records
Review of Patient # 1's Home Health Certification
- and Plan of Care (POC) dated December 7,
+ 2009, to Faebruary 4, 2010 on January 25, 2010,
at approximately 10:55 a.m., revealed the POC
did not include the psychoscdial needs of the '
" patient, ;
During a face to face interview with the Director
- of Nursing (DON) on January 25, 2010, at
_ Approximately 2:10 p.m., it was acknowledged
Patient ¥1's POC did nol include the psychosocial
needs of the patisnt,
i There was no documented evidence the POC
included the psychosocial needs of the patient,
Heaith Regulation Adminsraton
STATE FORM L BEY Y14 o cOnNGmLEion sneel, 12 of 15
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STATEMENT.OF DEFICIENCIES X1) PROVIDER/SUPPLERICLIA X2) MULTIPLE GONST {3) DATE SURVEY
AND PLAN OF CORRECTION ¢ ’IDENTIFICATION NUMBER: ) MULTs ONSTRUCTION COMPLETED
A BUILDING
B. WING 1
HCA-0031 ____0v/25/2010
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, 2P GODE o
68358 EASTERN AVENUE, NE, SUITE 320A
LINAC SERVICES, INC WASHINGTON, DC 20012
(L4} 1D } SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5
PREFIX : (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREF(x {EACH CORRECTIVE ACTION SHOULD RE [+
TAG | REGULATORY OR. | SC IDENTIFYING INFORW\TDN) TAG CROSS-REFERENCED TQ THE APPROBRIATE DATE
' DEFICIENCY)
H 383 Continued From page 12 H 383
H 363 3914.3(l) PATIENT PLAN OF CARE H 363 Linac’s plan of gare shall identify , 3/31/2010

| employees in-charge of managing i
cmergency situarion and wil] be i

' (1) identification of empioyees in charge of documented
i managing emergency situations;

The plan of care shali include the following:

This Statute is not met as evidenced by:
 Based on a record review and intervigw it was
, determined the agency failed o include
! identification of employees in charge of managing
- emargency situations for three (3)of three (3)
~ patients in the sample. (Patient #1, #2 and #3)

The findings include:

. Review of Patient #1, #2 and #3's plan of care ’

r (POC) on January 25, 2010, approximately

' between 10:55 a.m., (o 1:45 p.m., revealed the

- POC did nol include identification of employees in
charge of managing emergency situations.

- During a face to tace interview with the Director

~ of Nursing (DON}) pn January 25, 2010, at
approximately 2:10 p.m., it was acknowledged
the POC did not include identification of
employees in charge of managing emergency

. Situations for Patient #1, 2 and #3.

| There was nb documentad evidence on the POC

| of identification of

| employees in charge of managing emergency

i Siuations,

| o o - S

H 384] 3914.3(m) PATIENT PLAN OF CARE H 384 Clinical Director will ensure that 3/31/2010

all client’s 485°s include

" The pian of care shall include the following: documentation on emergency
protocol

* (m) Emergency protocols; and...
Heaith Regulation Administration
STATE FORM baaad BEYY11 if continuation ahast 13 of 15
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FORM APPROVED
Health Regulation Admin istration
STATEMENT OF DEFIGIENCIES ER/CLIA X3) DATE SURVEY
AND PLAN OF CORRECTION “n T o PLIERICLU "X2) MULTIPLE CONSTRUCTION ) L ren
A. BUILDING
B, WING
HCA-D031 01/25/2010
NAME OF PROVIDER OR SUPPLIER STREET ADURESS, CITY, STATE, ZIP COOF
6356 EASTERN AVENUE, NE, SUITE 320A
LINAC SERVICES, INC WASHINGTON, OC 20012
x40 | SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORRECTION I 3)
PREFDX | (EACH DEFICIENCY MUST BEE PAECEDED BY FULL FREFIX | (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG ' CROSS-REFERENCED TO THE APPROPRIATE | DATE
: i DEFICIENCY) ;
: . [P T — . B - . . - o ——p i
H364 - Continued From page 13 H 364 All clinical staff will be in serviced |
on proper 485 documentation QA ;
will ensure compliance by random |
This Statute is not met as evidenced by: review of client records X
Based on interview and record review the Home : P
Care Agency (HCA) failed to ensure the plan of ; . e 2313172010
- care (POC) included emergency protocols for E'rea]?r ‘?;'rlll qgsu;e fhat. L:?adc § :
! three(3) of three (3) patients in the sample. pome health aids duties include :
| (Patient #1, #2 and #3) obgervmg, recording, report if the
i . pavients physical conditions,
i The findings include: behavior or appearance. The DON
' Review of Patient#1, #2 and #3's plar of will ensure that this is enforced.
aview of Patient #1, #2 and #3's plan of care Progress notes must be submitted :
(POC; on January 25, 2010, approximatety alongside the timesheet and must be
between 10:55 a.m., to 1:45 p.m., revealed the . d by clinical | '
POC did not include emergency protocols. reviewed by clinica sra_f’t‘. All . ;
HHAS will receive QA in-service on
During a face to face interview with the Director new progress notes. QA will ensure |
of Nursing (DON) on January 25, 2010, at compliance by random check of ;
! approximately 2:10 p.m., it was acknowledged client’s records. |
i the POC did not include emergency protocols for !
! Patient#1, #2 and #3. . |
There was no documented evidence the POC !
inciuded emergency protocols. r
H 411" 3015.11(f) HOME HEALTH & PERSONAL CARE | Ha411 |
AIDE SERVICE
{
' Home health aide duties may include the i
: following:
() Observing, recording, and reporting the
| patient's physical condition, behavior, or
' appearance;
This Statute is not met as evidenced by:
Based on a record review and interview, it was !
determined that the agency failed to ensurs home !
Health Reguiation AdMNIStraTan
STATE FORM R BEYY1N If continuation shamt 14 of 15
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- health aides recorded, and reported on the

" patient's physical condition, bahavior or
appearance for three (3) of thrae (3) patients in
the sample. (Patient #1, #2 and #3 ).

The findings include:

. Raview of Patient #1,#2, and #3's medical

' records on January 25, 2010, approximataly
between 10:55 a.m., to 1:45 p.m, revealed the
home health aides had not recorded and reported
the patient's physical condition, behavior, or
appearance to the agency.

Ouring a face to face inferview with the
Administrator on January 25, 2010, at
approximately 2:30 p.m., it was acknowledged
the home health aides had not recorded and

. reported the patient's physical condition,

! behavior, or appearance o the agency.

There was no documented evidence the home
" health aides recorded and

feported the patient's physical condition,
» behavior, or appearance b the agency.

b

service

STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA MULTIPLE TR N (%3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: w2 CONSTRUCTIO COMPLETED
A BULDING
B.WING
HCA-0031 01/2512010
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY. STATE. ZIP CODE
6356 EASTERN AVENUE, NE, SUITE 320A
(XA} ID SUMMARY STATEMENT OF DEFICIENCIES ; io PROVIDER'S PLAN OF GORRECTION oy
PREFIX | (EACH DEFICIENCY MUST BE PRECEDED BY FULL | PREFix {EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR L&C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
: DEACIENGY)
H 411 Continued From page 14 M 411

Documentation will be available for
review in the patient’s folder for the

3/312010

J

:
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